Religiosity, often measured as attendance at religious services, is linked to better physical health and longevity though the mechanisms linking the two are debated. Potential explanations include a healthier lifestyle, increased social support from congregational members, and/or more positive emotions. Thus far, these mechanisms have not been tested simultaneously in a single model though they likely operate synergistically. We test this model predicting all-cause mortality in Seventh-day Adventists (SDAs), a denomination that explicitly promotes a healthy lifestyle. This allows the more explicit health behaviors linked to the religious doctrine (e.g., healthy diet) to be compared with other mechanisms not specific to religious doctrine (e.g., social support and positive emotions). Finally, this study examines both church activity (including worship attendance and church responsibilities) and religious engagement (coping, importance, and intrinsic beliefs). Religious engagement is more inner-process focused (vs. activitybased) and less likely to be confounded with age and its associated functional status limitations, although it should be noted that age is controlled in the present study. The findings suggest that religious engagement and church activity operate through the mediators of health behavior, emotion, and social support to decrease mortality risk. All links between religious engagement and mortality are positive but indirect through positive religious support, emotionality, and lifestyle mediators. However, church activity has a direct positive effect on mortality as well as indirect effects through religious support, emotionality, and lifestyle mediators (diet and exercise). The models were invariant by gender and for both Blacks and Whites.
and preventing disease (Boswell, Kahana, & Dilworth-Anderson, 2006) . Those who are religious engage in more health-promoting behaviors and fewer health risk behaviors than those who are less so and this holds across gender and racial/ethnic groups (T. D. Hill, Ellison, Burdette, & Musick, 2007) . These behaviors are likely influenced by denominational pro-and prescriptions; however, they may also be influenced by improved mental health and social relationships that may also result from religious engagement (Strawbridge et al., 2001) . Thus, the health behavior "spread" suggested by Boswell et al. (2006) may most often move from behaviors that are directly addressed by doctrinal directives to those that are not formally included but nevertheless have become normative, or that are simply fostered by the improved social networks and/or emotional states that accrue to the original behaviors.
Religion and Social Support
Social support is another mechanism through which religion may link to physical health outcomes. Religious organizations facilitate social integration-congregants often view one another as if they were family members and provide advice or tangible, but informal, support such as help with transportation or meals. Religious groups also often have formal assistance programs to help those who are struggling with finances, activities of daily living, or significant life transitions. Finally, religious congregations bring together, on a regular basis, people who share common values, commitments, and goals. This contributes to a sense of connectedness and a feeling of support (Ellison & George, 1994) .
Links between social support and health are well-recognized (Berkman, Glass, Brissette, & Seeman, 2000; Seeman, 1996; Uchino, 2004) and are rooted in Durkheim's work on the importance of social integration (Berkman et al., 2000) . Although social support can come from various sources, religious communities represent an important source of social support for their members, with religious engagement and church activity being associated both with informal support and satisfaction with support (Bradley, 1995; Ellison & George, 1994; Hatch, 1991; Taylor & Chatters, 1988) . Additionally, some (e.g., Strawbridge, Cohen, Shema, & Kaplan, 1997; van Olphen et al., 2003) but not all studies (e.g., Edlund et al., 2010; Maselko, Kubzansky, Kawachi, Seeman, & Berkman, 2007) find that social support plays a mediating role between religiousness and health outcomes. Because worship attendance decreases with advanced age and decreased health, social support may not be the primary mediator in all older adults (Hayward & Krause, 2013; Wang, Kercher, Huang, & Kosloski, 2014) . It is important to examine elements of religiosity other than worship attendance that may remain strong with advancing age and health problems to more clearly determine whether social support mediates the religion-health relationship in older adults.
Religion and Emotions
Emotional states have been linked to health outcomes through a variety of pathways (Salovey, Rothman, Detweiler, & Steward, 2000) including cardiovascular reactivity (Friedman, 1992; van Melle et al., 2004) , immune functioning (Denson, Spanovic, & Miller, 2009; Segerstrom & Miller, 2004) , and health behaviors (Brandon, 1994; Brandon, Tiffany, Obremski, & Baker, 1990; Glassman et al., 1990) . Religion provides a framework for understanding the world in ways that may garner positive emotions that are beneficial to health. Especially for uncontrollable, negative events, religion can enable one to find meaning and can facilitate positive emotions and coping strategies (Frazier, Tashiro, Berman, Steger, & Long, 2004; Kunst, Bjorck, & Tan, 2000; Park, 2005) . Stressful events may feel less threatening when one views them as opportunities to learn or grow closer to the Sacred and crises more manageable if one believes that they are meaningful instead of pointless and random (Pargament, 2011) . Therefore, one might expect fewer negative emotions among those who filter experiences through a religious overlay. For example, those with a religious orientation may respond to stressful events with positive religious coping that garners strength, comfort, and a sense of control from a relationship with the Sacred; these more positive emotions are beneficial to health (Koenig, Pargament, & Nielsen, 1998; Pargament, Koenig, Tarakeshwar, & Hahn, 2004; Pargament, Smith, Koenig, & Perez, 1998) .
There are data to support each of these possibilities. One illustration is the work of Williams, Larson, Buckler, Heckmann, and Pyle (1991) . Williams and colleagues (1991) demonstrated that although worship frequency was not directly related to distress, it did serve as a buffer, improving the well-being for those encountering stressful life events. More recent examples have found that positive, but not negative, religious coping is useful in adjusting to stressful situations (Terreri & Glenwick, 2013) and that negative religious coping is, in fact, as detrimental to well-being as positive religious coping is helpful (Pargament, Tarakeshwar, Ellison, & Wulff, 2001) , a distinction that is especially dramatic in the very religious (i.e., clergy; Pargament et al., 2001) .
We think religious engagement that includes positive religious coping, intrinsic religiousness, and a religious orientation will impact health by decreasing negative emotionality. We know, for example, that SDAs who use positive religious coping after divorce have fewer depressive symptoms (Webb et al., 2010) . In addition, worship is associated with fewer depressive symptoms and more positive affect (Patrick & Kinney, 2003) . What is uncertain is whether the link between religious engagement and health outcomes is mediated by emotions when simultaneously assessing worship frequency and intrinsic religious engagement . In an earlier paper, Morton, Lee, Haviland, and Fraser (2012) found that religious engagement predicted perceived health indirectly through negative emotionality. Based on this work, we propose that emotions indicating poorer mental health (negative affect, anxiety, depression) may mediate the religion to mortality relationship. Religious engagement and worship activities often result in comforting and positive emotions through messages of compassion, forgiveness, and love that can decrease the negative emotions that may lead to psychopathological symptoms and disorders.
Present Study
The goal of the present study is to examine, in a single structural equation model, three major pathways between religion and mortality: social support, negative emotionality, and lifestyle. Research supports each mediator independently, but, they have not been examined together in a denomination that has extremely low use of alcohol and tobacco. In the past, several key researchers This document is copyrighted by the American Psychological Association or one of its allied publishers.
This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. (Maselko et al., 2007; Seeman, Dubin, & Seeman, 2003) have concluded that religion is likely linked to health via social support. However, these studies assessed religion using only church attendance that may be confounded with declines in health in late life. This study will examine three functional religion-health mediators (social support, negative emotionality, lifestyle) with both church activity and intrinsic religious engagement included in the model. This approach will serve several purposes-to test all mediators at once as they may work synergistically (social support from congregants may decrease negative emotions; less negative emotionality may foster better health habits; and so on); to determine whether similar mediators operate when religion is assessed as a behavior (church responsibilities and attendance at services) compared to a more internal religious belief construct (coping, importance, intrinsic religiousness) that may remain constant in the face of ill health and functional status limitations that can accompany advancing age. We hypothesize that both church activity and religious engagement will predict mortality directly and that all three mediators will be important. That is, religious engagement is expected to demonstrate not only a direct association with mortality but also to operate indirectly through church activity, positive social support, less negative emotionality, and healthy diet and exercise. Because the sample is comprised of SDAs, for whom religious practice specifically involves a healthy diet, we expect that healthy lifestyle (healthy diet and exercise) will be especially useful explanatory variables. Church activity, too, is hypothesized to predict mortality both directly and indirectly through positive social support, lower levels of negative emotionality, and healthy diet and exercise.
Method

Participants and Procedures
These data were gathered as part of the Biopsychosocial Religion and Health Study (BRHS), a cohort study of SDAs designed to address religious engagement and health, with initial data collection in 2006 -07 (Lee et al., 2009) . Approximately 21,000 BRHS participants were randomly sampled from participants in the Adventist Health Study-2 (AHS-2), a cohort study of 96, 194 Adventists designed to answer questions about lifestyle, mortality, and cancer risk with initial data collection in 2003-04. Blacks (i.e., African Americans, West Indian/Caribbean descendants, Biracial) were oversampled (Butler et al., 2008) . The BRHS White response rate was 60%, and the Black response rate 31% for a total sample of 10,988 to a 20-page questionnaire with 2 postcard reminders. There were 253 non-SDAs and 365 inactive SDAs in the sample who were excluded. Regarding age, 134 individuals under age 35 were excluded. Next, 700 who were neither Black nor White were excluded. Finally, 3005 individuals who were missing data on any of the study variables were also excluded leaving 6,531 participants for the present analyses. Table 1 shows the sample demographics. There were more females than males, and more Whites than Blacks. Most had at least some college education, and the majority (51.67%) was between the ages of 45 and 64 (with an age range 35-104). The median age was 59 and the mean 59.9. More than half had no difficulty meeting their expenses for basic needs in the last year, and 91.9% attended church at least weekly. Additionally, data on the tobacco smoking and alcohol drinking rates in our sample were collected in the Adventist Health Study-2, 1 to 4 years before our questionnaire. The rates were 0.6% (36) smoked, 5.5% (360) drank, 0.3% (18) did both and 93.7% (6117) neither drank nor smoked.
Measures
Control variables. Age; difficulty meeting expenses for basic needs (Pudrovska, Schieman, Pearlin, & Nguyen, 2005) like food, clothing, and housing in the last year (1 ϭ not at all to 5 ϭ very); and education (1 ϭ grade school to 9 ϭ doctorate) were controlled in all analyses. Distributions of the control variables can also be found in Table 1 .
Latent constructs. For our structural equations models, we initially formed six constructs: religious engagement, church activity, positive social support, negative emotionality, healthy diet, and exercise. Each was formed from two to four manifest variables described below. Cronbach's alpha statistics given below are from our full sample of 10,988. Means and standard deviations of the This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
manifest variables making up the seven constructs are found in Table 2 . Religious engagement. Religious engagement is assessed with three scales: (a) functional religious activity is assessed with with five positive religious coping items (␣ ϭ .74) from the Brief RCOPE (Pargament, Koenig, & Perez, 2000) , (b) a global selfassessment: "How religious are you?" rated on a 0 (not religious at all) to 10 (strongly religious) scale; and, (c) an assessment of religious motivation with three intrinsic religiosity items (␣ ϭ .71) from the Duke University Religion Index (Koenig, Parkerson, & Meador, 1997) . These religious experience measures have been associated with better physical health (Hall, Meador, & Koenig, 2008) .
Church activity. Church activity is assessed with three items: (a) church attendance, (b) number of Sabbaths per month with church responsibilities; and (c) the number of hours spent in such responsibilities when they occur. Church attendance was measured on a scale from Never (0) to More than once a week (6). The Sabbath responsibilities times per month question was: "On how many Sabbaths in an average month do you have responsibilities in your church? (For example, giving scripture and prayer, teaching Sabbath School, providing music, preparing for a potluck, etc.)" with possible responses of No Sabbaths (1) to 4 or more Sabbaths (5). The Sabbath responsibilities question was "On a Sabbath when you have responsibilities, how many hours do they usually take up? (Include preparation time on Sabbath such as preparing a lesson study, practicing music, preparing a meal for potluck, etc.)." Possible responses were: I have no church responsibilities, less than [1/2] hour, [1/2] to 1 hour, 1 to 2 hours, 3 to 4 hours, 5 to 6 hours, and More than 6 hours.
Positive religious support. Religious support from "people you worship with-people in your local church, Bible study class, or Sabbath school class" was assessed with two 3-item subscales from Krause's (1999) Religious Support Scale: (a) Emotional Support Given (␣ ϭ .82); and (b) Emotional Support Anticipated (␣ ϭ .91). The Emotional Support Given scale was rated on a 1 never to 5 very often rating scale (e.g., "How often do you make the people you worship with feel loved and cared for?"). The Anticipated Support scale was rated on a 4-point scale ranging from none to a great deal (e.g., "If you were ill, how much would the people in your congregation be willing to help out?"). The Congregational Sense of Community scale (based on Pargament's items; P. C. Hill & Hood, 1999 ) was a 10-item scale rated on a 7-point scale ranging from not true to very true (e.g., "Members treat each other as family (, e.g., visiting the sick, celebrating anniversaries, etc.; Most members are close friends with each other.).
Negative emotionality. This construct assessed emotional symptoms in the last month with three scales. Depression was assessed with the 11-item short form of the Center for Epidemiological Studies Depression (CES-D) scale (␣ ϭ .80; Kohout, Berkman, Evans, & Cornoni-Huntley, 1993) . Each item had four response options: rarely or none of the time (less than 1 day), some or a little of the time (1-2 days), occasionally or a moderate amount of the time (3-4 days), and most or all of the time (5-7 days). These items were converted to the 20-item scale scores with the Kohout et al. (1993) algorithm. Negative affect was assessed with the five-item Negative Affect subscale of the Positive and Negative Affect Schedule (␣ ϭ .87; Mackinnon et al., 1999) . Respondents were asked to rate five emotions (afraid, upset, nervous, scared, and distressed) on how often they had felt that way during the past year on a 4-point scale (Very Slightly or Not At All to Extremely). Neuroticism was assessed with the eight-item Big Five Inventory Neuroticism Scale (␣ ϭ .81; John, Srivastava, Pervin, & John, 1999 ) with a seven-point rating scale (Not true to Very true).
Healthy diet. Assessed frequency of healthy food consumption in the past 12 months (8 options from never or rarely to 4ϩ times per day): fruits, cruciferous greens, green leafy vegetables, nuts, and beans. "Fruits" were described as "any kind" including frozen, canned, dried, raw, or cooked; "cruciferous greens" included broccoli, cabbage, Brussels sprouts, kale, collards, mustard greens, poke salad, and rucola; "green leafy vegetables" included lettuces, cooked or raw spinach, and similar leafy greens; "nuts" included all types; and "beans" included red, pinto, and broad beans as well as lentils, chick peas, gungo peas, bean or lentil soups, and refried beans.
Exercise. Exercise is assessed with responses to three items: (a) "How many times per week do you usually engage in regular vigorous activities, such as brisk walking, jogging, bicycling, etc., long enough or with enough intensity to work up a sweat, get your heart thumping, or get out of breath?" (8 options from never to 6 or more times were week), (b) "On average, how many minutes do you exercise each session?" (8 options from None to more than 1 (Singh, Fraser, Knutsen, Lindsted, & Bennett, 2001; Singh, Tonstad, Abbey, & Fraser, 1996) . Mortality. Participants were followed from questionnaire completion to death and mortality data were obtained by matching personal identifiers with data from The National Death Index through December 31, 2011. Deaths from all causes were included.
Results
Statistical analyses were conducted in SPSS 22 and structural equation modeling with Amos 22. For scales, missing data was handled as a mean of available items; means were calculated if only one missing item occurred on the 3-5 item scales, two on the 6 -10 item scales, and 3 on the Ͼ10 item scales. A total of 6,531 (59.4%) met inclusion criteria. Compared to the 4,473 excluded participants, the 6,531 included were younger (M ϭ 59.9, SD ϭ 12.9 vs. M ϭ 63.8, SD ϭ 14.4), more educated (46.5% vs. 38.8% Ն college graduate), less likely to be female (64.9% vs. 72.0%), more likely to be White (66.0% vs. 49.8%) and less likely to have died (3.5% vs. 5.9%). All ps for these comparisons Ͻ .0005. We first set up a general model of our latent variables. This was hierarchical: Religious engagement was set as the independent variable for all other latent variables. Church activity was set as the independent variable for all other variables except religious engagement. Positive social support was set as the independent variable for all other variables except religious engagement and church activity and so on. We used modification indices to determine potential connections among errors in measurement of manifest variables and where it made logical sense to add such connections, we did so. For example, modification indices suggested that the measurement errors for cruciferous greens and green leafy vegetables were correlated. Since both were assessing similar diet elements we included a connection between the error terms for these two variables. All path coefficients and their confidence limits were determined by a 10,000-sample bias-corrected bootstrap. We had a very large sample which tended to make even weak path connections statistically significant so in our final model we dropped all connections that were not statistically significant beyond the p ϭ .001 level. Table 2 shows the means and standard deviations for all manifest variables included in the model.
Complete Model of Religious Engagement and Mortality
Control variables. Table 3 shows that most control variables were related to the latent structural variables. Age was most consistently related to the latent variables, linking to more religious engagement, positive religious support, healthy diet, and mortality. On the contrary, age was related to less church activity, negative emotionality, and exercise. Being Black was related to more religious engagement and church activity, and to less healthy diet; and, weakly, to lower mortality. Difficulty meeting expenses was negatively related to religious engagement and exercise and positively related to negative emotionality. Education was positively related to more religious engagement, healthy diet, and exercise, as well as negatively related to positive religious support and negative emotionality. Being male was related to less religious engagement, negative emotionality, and healthy diet but to more church activity, exercise, and, weakly, to higher mortality.
Measurement variables. Table 4 shows the regression weights for our measurement model. All measurement variables were strongly related to their latent variable.
Structural model. The complete model with all structural paths included had an acceptable fit. Root-mean-square error of approximation (RMSEA) ϭ .046 (95% CI [.045, .048]), normed fit index (NFI) ϭ .918, comparative fit index (CFI) ϭ .923, standardized root-mean-square residual (SRMR) ϭ .036. As might be expected with such a large sample size, the 2 was statistically significant-2 (235) ϭ 3525.28, p Ͻ .0005. Table 5 shows the standardized regression weights connecting latent variables in the full model. Most paths were statistically significant at p Ͻ .001 though religious engagement was not directly related to exercise or mortality, nor was church activity directly related to negative emotionality or healthy diet, negative emotionality to mortality, or healthy diet to mortality. Additionally some paths-positive religious support to exercise, positive religious support to healthy diet, and positive religious support to mortality-were weaker than our cutoff value of p Ͻ .001 and so were left out of our final model.
Simplified Model
The simplified model is shown in Figure 1 and the fit indices remain similar after the weak paths (p Ն .001) were dropped-RMSEA ϭ .046 (95% CI: .044, .047), NFI ϭ .917, CFI ϭ .922, and SRMR ϭ .036. Again, as might be expected with a large sample size, 2 was statistically significant-2 (244) ϭ 3573.89, p Ͻ .0005. The biggest change in the fit statistics was a slight tightening of the RMSEA confidence limits. Note, however, that there is again no direct path from religious engagement to mortality. There is however, a direct path from church activity to mortality. There is a strong negative path between religious engagement and negative emotionality, and a positive path from religious engagement to church activity, positive religious support and healthy diet. Interestingly, church activity and exercise are the only latent variables directly related to lower mortality.
Direct, indirect, and total effects are detailed in Table 6 . While only church activity and exercise had direct associations, all of the variables except exercise (which had no indirect paths) had indirect association with mortality. Religious engagement and healthy diet had the strongest indirect effects with both being associated with lower mortality. The strongest total effects on mortality were exercise, church activity, and religious engagement, all of which were associated with lowered mortality.
In separate analyses (not shown) we found that the model was invariant by gender and by ethnicity.
Discussion
These study findings contribute to our understanding of the relationship between religion and mortality in several ways. The use of a large, national cohort sample of Adventist adults is potentially generalizable to other similar groups. In addition, Adventists' low rates of substance use/abuse (smoking, use of alcoThis document is copyrighted by the American Psychological Association or one of its allied publishers.
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hol) can rule out these health behavior explanations to allow an examination of diet and exercise mediators. This is important because a healthy diet is an overt Adventist doctrinal message while exercise is not. Finally, we were able to test a large model of indirect mediators of the relationships between two aspects of religious life and mortality, as well as the direct relationship between two aspects of religious life and mortality. As such, the primary aim of this study was to combine, in a single model, several competing explanations for the long-recognized religiosity-tomortality association. The model confirms a direct association between church activity and mortality that is consistent with other literature when age is controlled (Hummer, Ellison, Rogers, Moulton, & Romero, 2004; Lee, Stacey, & Fraser, 2003; Strawbridge et al., 1997; Williams & Sternthal, 2007) . The model adds to the existing literature by identifying the indirect paths between religious engagement and mortality as church activity, positive social support, negative emotionality, diet, and exercise (i.e., lifestyle) in that order. There were no direct paths between religious engagement and mortality, nor between social support, negative emotionality or diet and mortality. Other than church activity, exercise has the only direct path to mortality.
Our findings add to the existing evidence of the link between religion and mortality by providing an expanded measure of church activity that includes not only the typical worship frequency but also an assessment of church responsibilities and the amount of time spent on them. We find that remaining involved in a church congregation through frequent worship as well as other congregational activities relating to study, teaching, and leadership roles relates directly to mortality.
Religious engagement assessed as religious coping, subjective religiousness, and intrinsic religiosity was not directly predictive of mortality and operated only indirectly through functional and psychosocial mediators. Specifically, religious engagement, as hypothesized for Adventists, had the strongest relationship to mortality through healthy diet and then exercise to mortality. Adventist doctrine includes a message for a vegetarian diet and 42.7% of our participants report that they never or rarely eat red meat, chicken or turkey, or fish (pork is proscribed by the denomination and was not included in the assessment although, if they are rarely or never eating other meats, it is unlikely that pork consumption would appreciably decrease this figure) . However, healthy diet did not directly predict mortality. The healthy diet apparently spread to This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
another healthy behavior, exercise, to then indirectly predict mortality. Religious engagement worked through health behavior and through church activity to influence mortality in our sample. Religious engagement also operated indirectly on mortality via increased positive religious support and reduced negative emotionality that then led to a healthy diet and exercise to, in turn, predict mortality. Interestingly, positive religious support did not predict either diet or exercise behavior directly even though we anticipated that there would be strong social norms within Adventist church communities that supported these health behaviors. Instead, religious engagement predicted less negative emotionality that led to healthier diet and then exercise. Overall however, religious engagement and healthy diet had the strongest indirect associations with mortality which is consistent with the doctrinal messages of this denomination. Overall, the strongest predictors of mortality were church activity (direct), religious engagement (indirect), and This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
exercise (direct). Church activity was positively associated with religious engagement which then operated through all three psychosocial mediators to impact mortality. Our model had a number of advantages over past study designs. First, we examined both the more intrinsic aspects of religiosity (religious engagement) and the more behavior-oriented aspects of religiosity (church activity). This is important because, as we saw in our study control variables, church activity was negatively related to age. By including religious engagement as well as church activity levels there is no undue bias against those with advancing age and potentially failing health that might diminish church attendance.
Second, our church activity variable included the typical worship frequency as well as other types of church activities that take time and provide opportunities for leadership within the congregational community. What is quite interesting is that although church activity does operate indirectly through positive social support, negative emotionality, and health behaviors to impact mortality, the main effects of church activity are direct, which weakens the claim that church activity operates primarily through support mechanisms (Maselko, Hughes, & Cheney, 2011; Maselko et al., 2007) or primarily through emotional mechanisms that may relate to meaning (Galek, Flannelly, Ellison, Silton, & Jankowski, 2015) . Church activity instead may operate directly on biological mechanisms relating to stress reactivity (T. D. Hill, Rote, Ellison, & Burdette, 2014; Maselko et al., 2007) .
Third, we examined three of the proposed religion and health mediators including social support, negative emotionality, and lifestyle in one model to more closely approximate the complexity of human experiences in a religious community. We see a com- This document is copyrighted by the American Psychological Association or one of its allied publishers.
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plex, interrelated set of religious constructs that mutually reinforce and complement one another, with the links between religious variables with psychosocial mediators leading to healthier behaviors and decreased mortality. This study tells us a great deal about how Seventh-day Adventism contributes to longer life among its constituents; the question of how these findings might generalize to non-SDA samples, however, is a relevant one. This sample naturally controls smoking and drinking, because very few of the participants in the Adventist Health Study report either smoking or drinking. Thus we might expect that religious groups that restrict smoking and drinking would be similar; for those denominations that have no restrictions on these behaviors we would expect to see the same general patterns, but with a broader set of relevant lifestyle pathways.
This study has several strengths, including a large sample size with validated measures of multiple constructs relevant to investigating the religion and health link. In addition, the model was complex enough to test important mediators. Few studies have attempted to test these mediators simultaneously though it is likely that they all do operate together to impact health outcomes. In addition, the outcome of mortality risk was stronger than the typical outcome of self-reported health status that may be confounded with mental health concerns.
This study has a number of limitations. Though the mortality outcome was examined prospectively after the religious and religious mediators were assessed, it is impossible to ascribe causal inferences about these associations because there may be other variables not included in the model. There may, for example, be personality variables as well as other mental health variables, which are not included in the negative emotionality construct, that influence both mortality risk as well as religious constructs. The generalizability of the study is limited to a single denomination, SDAs, or to other religious groups that have strong health behavior messages. The model should also be tested in other broader groups. Other than mortality, the variables are self-reported and may therefore contain a social desirability bias. Despite these limitations, the results of this study contribute to our understanding of the religion and health relationship by indicating that worship and subjective reports of religiousness both contribute to health; worship directly and religiousness indirectly through psychosocial mediators.
The main conclusion of this investigation is that religious engagement is a complex and multifaceted psychosocial phenomenon that influences both mental health and health behaviors to affect mortality risk. Future investigations should further examine whether church activity operates on biomarkers relating to stress reactivity to influence mortality (T. D. Hill et al., 2014) . Data from the BRHS on this question are forthcoming. Overall, religiousness operates in a complex psychosocial and behavioral constellation to impact health and mortality that is above and beyond worship frequency.
